ABSTRACT
INTRODUCTION
Commonest cause for unilateral vocal cord fixity is infiltration of the recurrent laryngeal nerve (RLN) by malignancy. Clinical examination and imaging localizes the site of infiltration and fine needle aspiration cytology (FNAC) often yields the diagnosis. Occasionally when the FNAC is inconclusive or when it is difficult to differentiate between a poorly differentiated carcinoma and lymphoma an open biopsy may be required.
We present a case of left vocal cord palsy in an adult male which was due to a circumscribed lesion in the tracheoesophageal groove, the FNAC of which was repeatedly inconclusive. With a high index of suspicion of neurogenic tumor of the RLN, excision of the lesion was planned and to our surprise it was reported by the pathologist as a granulomatous lesion and clinically confirmed to be extrapulmonary tuberculosis.
CASE REPORT
A 52-year-old man presented with hoarseness of 3 months duration to our outpatient department on 22nd November 2002. He denied history of swallowing difficulty, breathlessness, earache, episodes of choking spells or cough or any previous surgical interventions in the neck or trauma to the head and neck. On examination he was well-built and nourished and all there were no positive systemic findings. The clinical examination of neck was grossly normal except for a 2 × 1 cm flat superficial level two node. Indirect laryngoscopy (IL) showed an immobile left vocal cord and a bulky (Lt) ventricular band with a suspicious ulcer on its posterior aspect and the postnasal examination was normal. A computed tomographic (CT) scan of the neck and chest revealed a 1×1 cm nodular lesion in the tracheoesophageal groove (Fig. 1) . Ultrasound-guided FNAC of the lesion was inconclusive and plain FNAC of the level two node showed reactive hyperplasia. A direct laryngoscopic (DL) examination under local anesthesia confirmed the IL findings and biopsy was taken from the suspicious area which turned out to be inconclusive.
With a provisional diagnosis of a neurogenic tumor from the RLN the patient was taken up for direct laryngoscopy and hypopharyngoscopy and surgical excision of the nodular lesions under general anesthesia on 19th may 2003 after explaining the uncertainty of further course of treatment and the possibility of recovery of the vocal cord palsy. A suspicious area in the (Lt) retroarytenoid area was biopsied during the rigid endoscopy which was otherwise normal and on neck exploration via a hockey stick incision he was found to have a nodular firm mass that was apparently inseparable from the RLN (Figs 2A to C) . The mass which clearly looked like a nerve sheeth tumor was carefully separated from the RLN leaving the nerve in continuity. The level two node was also excised (Fig. 3) . The histopathology reports were that of a granulomatous lesion and granulomatous lymphadenitis, contrary to our expectation.
A Mantoux test carried out was positive. He was referred to the chest physician who commenced antituberculosis treatment for extrapulmonary tuberculosis. For the vocal cord palsy he was adviced vocal enhancement exercises. He was disease free during the follow-up for 1 year.
The case is presented to highlight an absolutely rare cause for vocal cord palsy and diagnostic and therapeutic dilemma it presented. High index of suspicion, judicious An Unusual cause for Vocal Cord Palsy: Case Record IJOPL surgical intervention and clinicopathological correlation helped us in the optimal and successful management. An extensive review of literature did not reveal any other similar case and we believe this to be the first case report of a tuberculous RLN granuloma.
DISCUSSION
The commonest cause for unilateral fixity of vocal cord is its paralysis due to temporary or permanent damage to the RLN or vagus nerve due to malignant infiltration, trauma, idiopathic causes, neurological abnormalilty, infections or inflammations (Table 1 20% of all cases closely follows the list which again is followed by nonsurgical trauma to the nerve (15%), neurological causes (15%), and idiopathic causes (15%). Only 5% of cases are due to infective and inflammatory causes and miscellaneous causes form another 5%. Although the approach to the management of vocal cord palsy is well known, 1 quite unusually we may be faced with a diagnostic and therapeutic dilemma where individualized decisions may be needed to manage the case. The present case which mimicked malignancy is an example. The differential diagnosis (DD) of a well-circumscribed tumor in the tracheoesophageal groove 2 are metastatic node(s), tuberculous adenitis, 3 parathyroid adenoma and cyst, 4 neurofibroma of the RLN. 5 Although the 1st three possibilities were clinically and radiologically excluded to arrive at a working diagnosis of neurogenic tumor of the RLN, the HPR of granulomatous lesion was a surprise.
An extensive Medline search of the literature did not yield any reports of granulomatous lesion of the recurrent laryngeal nerve, although tuberculomas of other peripheral nerves were found. 6, 7 Commonest cause for peripheral nerve granuloma in our part of the world is tuberculosis and this needs to be excluded before other causes are considered. Thorotrast granuloma 8 teflonoma 9 and sarcoidosis 10 are the other rare possibilities to be considered in the case presented.
